Background: Trauma-focused treatments (TFTs) for patients with post-traumatic stress disorder (PTSD) are highly effective, yet underused by therapists. Objective: To describe a new way of implementing (adequate use of) TFTs, using a therapist rotation model in which one patient is treated by several therapists. Method: In this article, we will present two examples of working with therapist rotation teams in two treatment settings for TFT of PTSD patients. We explore the experiences with this model from both a therapist and a patient perspective. Results: Our findings were promising in that they suggested that this novel approach reduced the therapists' fear of providing TFT to PTSD patients, increased perceived readiness for TFT, and decreased avoidance behaviour within TFT sessions, possibly leading to better implementation of TFT. In addition, the therapeutic relationship as rated by patients was good, even by patients with insecure attachment styles. Conclusions: We suggest that therapist rotation is a promising novel approach to improve implementation of TFT for PTSD.
• In therapist rotation, trauma-focused treatment (TFT) is provided by more two or more therapists, who rotate.
• This study presents a promising new model to enhance implementation of TFT.
• The model helps therapists to apply TFT more often.
• Patients experience adequate therapist relationships.
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Introduction
Despite the effectiveness of trauma-focused treatments (TFTs) for post-traumatic stress disorder (PTSD) (Watts et al., 2013) , these treatments are underused in clinical practice, even among trained clinicians (Becker, Zayfert, & Anderson, 2004; Hipol & Deacon, 2013) . For instance, in one study it was shown that prolonged exposure (PE) was hardly used by therapists in the USA (Becker et al., 2004) , a finding that was replicated in Europe for both PE and eye movement desensitization and reprocessing (EMDR) (van Minnen, Hendriks, & Olff, 2010) . Many therapists feel uncomfortable in directly addressing traumatic memories and evoke high levels of fear in the treatment sessions (Becker et al., 2004; Grimmett & Galvin, 2015) . It is known that not only patient-related characteristics, such as comorbidity (Becker et al., 2004; van Minnen et al., 2010) , but also therapist-related factors, are strongly related to the underuse of TFTs (Harned, Dimeff, Woodcock, & Contreras, 2013; Hundt, Harik, Barrera, Cully, & Stanley, 2016; Laska, Smith, Wislocki, Minami, & Wampold, 2013) , such as therapists' negative beliefs or expectations about the application of TFT (N. R. Meyer, Farrell, Kemp, Blakey, & Deacon, 2014; van Minnen et al., 2010) or therapists' own anxiety sensitivity (Meyer et al., 2014) , indicating that some therapists may simply be afraid to conduct this type of therapy. In addition to these hesitations to start a TFT, during the TFTs some therapists drift from the protocol (Waller, 2009) or deliver their (exposure) treatment in a suboptimal way, for instance by using anxietydiminishing techniques (Hipol & Deacon, 2013) , avoiding encouraging patients to carry out exposure exercises that elevate high levels of anxiety, or avoiding the application of (therapist-assisted) exposure in vivo during the treatment sessions (N. R. Hipol & Deacon, 2013) . Of note, therapists' fears mimic the fears that patients display when undergoing exposure. PTSD patients fear that during TFT they will be overwhelmed by anxiety, and that this will lead to negative outcomes (e.g. 'going crazy' or not being able to function normally (de Kleine, Hendriks, Becker, Broekman, & van Minnen, 2017; Foa & Kozak, 1986) . Therapists' fears include the fear that patients may deteriorate as a result of the emotions evoked by the trauma-focused sessions or that TFT might harm patients (Becker et al., 2004; Deacon et al., 2013; Grimmett & Galvin, 2015) . An interesting study in this regard showed that (novice) therapists showed high levels of stress, both physiologically (cortisol) and psychologically, at the beginning of an exposure in vivo session with an anxiety-disordered patient, and these stress levels decreased both within and across three exposure sessions (Schumacher, Betzler, Miller, Kirschbaum, & Ströhle, 2017) . This study illustrates that, analogously with anxietydisordered patients, in order to overcome their own fears, hesitant (anxious) therapists may themselves be in need of exposure to their feared situations (performing a TFT session).
One commonly used way to implement TFT in clinical practice, and to counter therapists' negative beliefs, is to train therapists in applying TFT techniques. Indeed, in several studies it has been shown that training resulted in fewer beliefs about the potential harmful effects of exposure therapy Harned et al., 2014; Ruzek et al., 2016; van den Berg et al., 2016) or EMDR (D. Farrell & Keenan, 2013) , but it is unclear whether these more positive beliefs indeed translate to more (adequate) use of these treatments (Gray, Elhai, & Schmidt, 2007) . In addition, following on from this training, therapists may need support or supervision so that the need for exposure to their own feared situations, i.e. performing traumafocused sessions, can be addressed. In this way, therapists themselves can experience the safety of this treatment, thereby overcoming their negative beliefs or expectations about exposure. However, supervision is not always easily available in every work setting, or is too costly or time-consuming (D. Farrell & Keenan, 2013; Gray et al., 2007) , limiting the opportunities to practise TFT sessions in clinical practice.
To overcome these kinds of implementationrelated problems, we developed a new way of implementing (the adequate use of) TFTs, using a therapist rotation model. In thinking about countering implementation problems of TFTs, the focus is on training and coaching individual therapists who work on a one-by-one basis with a particular patient. In this new proposed therapist rotation model, however, PTSD patients are treated by more than one therapist, and the therapists rotate between patients during the treatment, each therapist providing one or more sessions per patient. This rotation model differs from therapy in which two or more therapists are involved because of 'practical reasons', for instance because the original appointed therapist switches jobs, or is absent owing to sickness or a leave of absence. It also differs from working in a multidisciplinary team, as is commonly used in many inpatient treatment programmes, in which a team of different professionals work on the treatment goals of a patient, each with different interventions and different treatment methods. Instead, in a therapist rotation team, two or more therapists of the same profession work systematically together with a patient using one specific intervention. By using a therapist rotation model, we reasoned, therapists are more likely to start TFTs, because they can share the responsibility for the (complex) patient with other therapists in the team. In addition, by working in a team, therapist drift and therapists' avoidance behaviour can more easily be prevented, for instance because colleagues keep each other 'on track' and feel shared responsibility in case exposure leads to negative outcomes. By actually performing TFTs, therapists can 'safely' learn by experience that their fears, for example that patients become emotionally overwhelmed during TFT sessions, are not realistic. This exposure-for-therapists model is, in a way, comparable with patients performing therapist-assisted exposure exercises as a first step in overcoming their fears. After working in a therapist rotation team with several (complex) patients, therapists may have overcome their fears and, as a result, are more likely to adequately provide TFT individually.
To the best of our knowledge, thus far a therapist rotation model has never been used for the treatment of PTSD patients. We found two other models that used alternating therapists. The first model was described under the name of 'multiple therapy', defined as a 'specific joint treatment of a patient by two or more therapists' (Langegger, 1990) . Another study described a specific therapist rotation model, which was successfully used in the intensive treatment of patients with alcohol dependence (Krampe & Ehrenreich, 2012; Krampe et al., 2004) . Both models were mainly implemented to prevent interpersonal dependency on individual therapists and overtaxing of therapists. The presented therapist rotation model for the treatment of PTSD, however, is placed in the context of enhancing implementation of TFT.
We will describe two examples of working with a therapist rotation team in the treatment of PTSD. Our primary goal was to introduce this therapist rotation model, and to describe two examples of therapist rotation models that are currently used for the treatment of PTSD. Our second goal was to explore whether working in a therapist rotation model is likely to contribute to a better delivery of TFT. We were mainly interested in whether therapists, after working in a rotation team, would show more readiness to start with TFT as an individual therapist, and were more able to stick to protocol and diminish avoidance behaviour during TFT. Lastly, we explored whether this therapist rotation model is acceptable to PTSD patients. Granted that a good working alliance is important for successful TFT (Capaldi, Asnaani, Zandberg, Carpenter, & Foa, 2016; Cloitre, Chase Stovall-McClough, Miranda, & Chemtob, 2004; Keller, Zoellner, & Feeny, 2010) , we were interested in whether patients were able to develop an adequate working alliance with the therapists in this treatment rotation model. Especially because attachment problems may be present along with PTSD symptoms (Karatzias et al., 2018) , a clinical relevant question is whether people with attachment problems are able to build adequate therapeutic alliances with the different therapists in the therapist rotation model.
Example 1
2.1. Therapist rotation during intensive PE treatment 2.1.1. Treatment programme In this outpatient treatment programme, provided by Overwaal, Centre of Expertise for Anxiety Disorders, OCD and PTSD, PTSD patients (N = 73) received three 90-minute individually administered prolonged exposure sessions (including imaginal and in vivo exposure) per day during four days within one week (total of 12 sessions). After the intensive phase, patients received four regular weekly booster exposure sessions. The majority of the patients had suffered multiple childhood traumas, including childhood sexual abuse (71.2%) and childhood physical abuse (63%), and 93.2% had one or more comorbid disorder. This patient population thus represented a patient population in which therapists have shown to be hesitant to use exposure therapy (van Minnen et al., 2010) . The effect size of the treatment was high [pre-post Cohen's d = 1.21; PTSD symptoms severity measured with the Clinician Administered PTSD Scale (CAPS IV) (Blake et al., 1995) ]. None of the patients dropped out during the intensive phase, and 5% of the patients dropped out during the booster phase. The specific details on the population and treatment effects are reported elsewhere (Hendriks, Kleine, Broekman, Hendriks, & Minnen, 2018).
Therapist rotation
The sessions, both in the intensive phase and in the booster phase, were provided by different therapists who rotated between patients during the treatment. In Figure 1 , we present an example of how therapists rotated during the treatment of one patient. For this particular patient, five therapists were involved in the treatment. For other patients, the number of therapists could vary between four and six. During the intensive treatment phase, each day, between sessions 1 and 2, and between sessions 2 and 3, the two scheduled therapists met face to face for 15 minutes, to inform each other about the specifics of the previous session and make plans for the next session. In addition, information transfer between all other sessions took place in written form, using a structured patient file. Twice a week, the complete therapist team met face to face for half an hour to discuss all patients receiving treatment.
Therapist rotation from a therapist perspective
All therapists (N = 21) in the therapist rotation team answered several questions about their experiences regarding working in a therapist rotation team. The mean duration of working in a therapist rotation team was 21 months (range 9-72 months), and most of them had several years of clinical experience (mean 3.4 years, range 0-15 years) in treating PTSD patients.
In Table 1 , the percentages are presented of the answers of therapists to yes/no questions about the effects of being part of a therapist rotation team when implementing TFTs. The large majority indicated that as a result of working in this therapist rotation team they would be more likely to start TFT as an individual therapist, that they learned to adhere to the treatment protocol, and that they showed less avoidance during TFT sessions. In general, their mean rating of satisfaction with working within a therapist rotation team on a 1-10 scale was 9.1 (SD 0.6), indicating that they were very satisfied using this model. Also rated on a 1-10 scale, most therapists indicated that they felt a moderate to good therapeutic relationship with individual patients [mean 8.05 (SD 1.16), range 6-10].
2.1.4. Therapist rotation from a patient perspective A therapeutic relationship is usually defined and measured as a relationship between a patient and his or her individual therapist. We were interested TFT, trauma-focused treatment; PTSD, post-traumatic stress disorder.
in the question of whether patients could also build a therapeutic relationship with more than one therapist. To answer this question, following the final treatment session, all patients filled in the Working Alliance Inventory (WAI), short version (Horvath & Greenberg, 1989; Tracey & Kokotovic, 1989) , a commonly used and reliable scale to measure the quality of the therapeutic relationship operationalized as the working alliance. Because more than one therapist was involved in the treatment, for each of the 12 items we replaced the word 'therapist' with 'therapist team'. The WAI was included at a later date during the course of the study. Therefore, the WAI data were not available for some patients. The mean score was 75.38 (SD 6.12, range 63-84, N = 52). 1 When compared with other studies that used TFT with an individual therapist (Capaldi et al., 2016; Keller et al., 2010) , our findings were highly comparable [total WAI scores 75.38 (our sample) vs 75.70 and 65.37, respectively, in the other studies], indicating that PTSD patients can form working alliances with more than one therapist during TFT. At pretreatment, we administered the Relationship Questionnaire (Bartholomew & Horowitz, 1991) , an instrument to measure attachment patterns. This measure was also included while the study was ongoing, and data for only 43 patients were available. To study the influence of attachment problems on the working alliances, we compared the WAI scores of patients with a secure attachment style (N = 15) with patients with an insecure attachment style (fearful, dismissive-avoidant, or preoccupied attachment style) (N = 28). A t-test showed no significant differences between the two groups [t(41) = .416, p = .68], indicating that even patients with attachment problems were able to build therapeutic relationships with a team of alternating therapists.
Example 2

Therapist rotation during intensive TFT combining PE and EMDR
Treatment programme
In this inpatient treatment programme, provided by PSYTREC, a mental health organization that specializes in PTSD treatment, PTSD patients received an 8 day intensive TFT programme, provided within 11 days. This treatment programme consisted of two TFT sessions (PE and EMDR) of 90 minutes each day (in total 16 sessions). In addition to these two TFT sessions, patients were involved in an intensive sports programme, and participated in group psycho-education. In 2016, 347 patients were treated and followed in an open study. The majority of patients had suffered (childhood) sexual abuse (74.4%) or physical abuse (78.4%), and a minority were veterans suffering from war-related trauma (10.1%). The majority of patients (91.2%) had one or more comorbid disorders. As in the patient population of Example 1, this patient population represented patients for whom trauma therapists would normally be hesitant to apply TFT. The effect size of the treatment was high [CAPS-IV (Blake et al., 1995) pre-post Cohen's d = 1.64], and dropout during treatment was 2.3%. The specific details about the population and treatment effects are reported elsewhere (Van Woudenberg et al., 2018) . Because our evaluation of the therapist rotation was introduced during the second half of 2016, we have data available for 195 patients, who answered a number of questions on their final day of treatment. All of the approached patients responded.
Therapist rotation
The treatment sessions were provided by different therapists who rotated during the treatment. In Figure 2 , we present an example of how therapists rotated during the treatment of one patient. For this particular patient, eight therapists were involved in the treatment. For other patients, the number of therapists could vary between six and 16. On each treatment day, between sessions 1 and 2, all therapists met face to face in a team to inform each other about the specifics of the previous session for all patients who were in treatment that week (discussion lasting for about 5 minutes per patient). In addition, information transfer between sessions took place in written form, using a structured patient file.
3.1.3. Therapist rotation from a therapist perspective All therapists (N = 27, one missing) on the rotating team (Example 2) answered several questions about their experiences regarding working in a therapist rotation team. The mean duration of working in a therapist rotation team was 9 months (range 2-16 months), and they had several years of clinical experience (mean 7.15 years, range 0-15 years) in treating PTSD patients before they came to work in this clinic. In Table 1 , the percentages are presented of the responses of therapists to yes/no questions about their views regarding the effects of being part of a therapist rotation team on implementation of TFTs. Comparable with the therapists in Example 1, the large majority indicated that as a result of working in this therapist rotation team they would be more likely to start TFT as an individual therapist, and that they had learned to more adequately follow the treatment protocol and showed less avoidance during TFT sessions.
In general, the mean rating of satisfaction with working in a therapist rotation team on a 1-10 scale was 8.9 (SD 1.0), indicating that they were very satisfied with this working model. The majority (85%) indicated that when treating PTSD, they would rather work in a therapist rotation team than on an individual basis. Also rated on a 1-10 scale, most therapists indicated that they felt that a moderate to good therapeutic relationship had been established with individual patients [mean 7.59 (SD 1.01), range 5-10].
3.1.4. Therapist rotation from a patient perspective At post-treatment, patients filled in a survey with several questions about their experiences with therapist rotation during treatment. On the question: 'Would you have preferred being treated by one therapist instead of a rotating team of therapists?', only 14% of the patients answered 'yes'. The second question was: 'Did you have a good relationship with the team of therapists?' On a scale ranging from 0 (no relationship at all) to 4 (very good relationship), 62% of the patients reported a good or very good relationship with the team of therapists, while only 8.3% reported no or little therapeutic relationship.
Discussion
In this article we presented the therapist rotation model for delivering TFT for PTSD patients. Our goal was to present this therapist rotation model by describing two examples. In addition, we explored whether this therapist rotation model could be helpful in better implementation of TFT by reducing therapists' negative concerns over starting TFT, therapist drift, and avoidance behaviour. We also explored whether this therapist rotation model is acceptable to PTSD patients, especially with respect to the development of a good therapeutic relationship.
Therapist perspective
Most therapists indicated that they, as an individual therapist, would consider patients in the future more often as ready to start with TFT. Therapists' perception of patient readiness may be an important theme in the implementation of TFTs (Zubkoff, Carpenter-Song, Shiner, Ronconi, & Watts, 2016) . What is more, therapists indicated that -through the clinical experience they had gained by working in the team -their negative beliefs about treating PTSD patients had been violated, and they would be more likely to apply TFTs now or in the future as an individual therapist. Another finding was that therapists reported that they were less likely to drift from the treatment protocol and were less fearful about pressing ahead in TFT sessions. Taken together, although our results are very explorative in nature, from a therapist perspective, this therapist rotation model might indeed be seen as exposure therapy for therapists to their own feared situation, i.e. treating PTSD patients with TFTs. This suggests that gaining more clinical experience in the safe context of a rotating team may lead to better implementation of TFT in clinical practice. This finding is also in line with EMDR therapists reporting that a so-called buddy would help them in the implementation of EMDR in their clinical practices (Grimmett & Galvin, 2015) and a study showing that contextual factors, such as a shared trauma-focused team vision, are related to more use of TFTs (Sayer et al., 2017) .
Patient perspective
Patients were quite positive about the therapist rotation model. In Example 2, the majority indicated that they preferred being treated by a rotating team instead of an individual therapist, and indicated a rather good therapeutic relationship with the therapists as a team. In Example 1, the magnitude of this therapeutic relationship as indicated by patients was highly comparable with studies that measured this relationship in the case of an individual therapist (Capaldi et al., 2016; Keller et al., 2010) . What is more, even patients with attachment problems were able to establish a good working alliance with more than one therapist, indicating that attachment problems do not stand in the way of working with multiple therapists during therapy. Some argue that in the case of childhood abuse the patient needs to repair this interpersonal disturbance, and that a positive therapeutic relationship can play an important role in that process (Cloitre et al., 2004) . Building positive relationships with more than one therapist may be even more powerful in this regard, and can potentially be regarded as an increase in dose of the therapeutic relationship (Krampe et al., 2004) . What is more, from a cognitive behavioural point of view, this therapist rotation model provides a good opportunity for patients to learn new associations in a variety of therapeutic contexts, i.e. different therapists and different therapy rooms, which may strengthen these learning experiences (Craske et al., 2008; Knowles & Olatunji, 2018) . However, these results must be interpreted with caution, given the explorative nature of our study.
Limitations and future directions
Although we have now treated more than 200 patients using this new therapist rotation model, with positive evaluations, we did not perform a controlled study comparing treatment results and clinical experiences for patients who were treated by an individual therapist versus patients treated by a therapist rotation team. Our data are very explorative in nature, and controlled studies are needed in the future to draw firm conclusions, and to study whether the more positive beliefs about TFT of therapists gained by working in a therapist rotation team translate to better implementation, especially because the level of previous training in providing TFTs differed between therapists. A related limitation of our data is that the therapists presented in this article may be a selected and biased group. Because some of the therapists chose to work in a clinic using the therapist rotation team, they would have been more likely to provide TFT for severely affected PTSD patients anyway, and therefore reported more positive experiences with the rotating team. The same limitation holds for patients: it is impossible to rule out the possibility that patients who were not attracted to the therapist rotation model may not have applied for our treatments. Also, we cannot exclude that demand characteristics played a role in participants' responses.
Another limitation is that in both examples we used an intensive form of TFT. Therefore, it is not clear whether our positive experiences with this therapist rotation team also generalizes to regular one-sessiona-week treatments. However, in our treatment described in Example 1, we also generalized this working model to the weekly provided (booster) sessions without any problems. Clearly, patients and therapists were already used to working with this model during the intensive phase, but still, the results tentatively suggest that it is not impossible. Also, not every department has the possibility to work with a team of therapists for one patient. In most cases it will, however, be possible to work with at least two therapists for one patient. We believe that all the aforementioned advantages of working with more than one therapist may also hold up in that case, and that working with two therapists instead of one can also be helpful in achieving better implementation of TFTs. Future studies are, however, needed to confirm this assumption.
In conclusion, although this is the first explorative study, from a therapist perspective, working in a rotating therapist model instead of working as an individual therapist with (severe) PTSD patients may be an innovative way to help overcome implementation problems of TFTs. The data from two clinical settings are promising in that these suggest that this novel approach reduced the therapists' fear of providing TFT to PTSD patients, increased perceived readiness for TFT, and decreased avoidance behaviour within TFT sessions. Therefore, for better implementation of TFT, alternating with colleagues during the treatment of one patient may be a valuable addition to the regular training methods, such as workshops, training, and supervision. Note 1. In our study we used a Likert scale ranging from 1 to 5. In other studies a scale ranging from 1 to 7 is commonly used. To compare our results to previous findings, we recalculated our 1-5 total scores into 1-7 total scores.
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